psychiatry in this short period. Hence, the whole exercise is not bearing the desired fruit. The virtual knowledge network of the National Institute of Mental Health and Neurosciences, Bengaluru, has started providing 3 month's training of medical officers to empower them in treating psychiatric disorders at the primary level. In my opinion, this is a rather pragmatic way of doing things. Incorporation of psychiatry as an examination subject in the undergraduate curriculum will go a long way in solving this problem. Increasing postgraduate seats in Psychiatry will also help in creating trained workforce to deal with the shortage of skilled professionals.
Hence, there is a need to strategize and look beyond the Bellary model to empower primary care physicians and health workers in diagnosing and treating psychiatric disorders in primary healthcare or making an adequate legal framework to safeguard them. [5] Otherwise, the desired integration of mental health into the primary healthcare will remain a distant dream.
Sir,
In his editorial of April-June 2018 issue of Indian Journal of Psychiatry, Prof. O. P. Singh has rightly pointed out the shortcomings of the restrategized district mental health program (DMHP). Even after 22 years of implementation of DMHP, the current National Mental Health Survey 2016 shows that huge treatment gap still exists for all types of mental health problems ranging from 28% to 83% for mental disorders; common mental disorders affect nearly 10% of the population; 1 in 20 people in India suffer from depression; and there is a high prevalence of psychoactive substance use. [1] DMHP has been partially successful in providing mental healthcare to the community up to the district level. However, providing mental healthcare beyond the district level has faced many hurdles regarding training doctors and handing over of mental health treatment to primary care physicians. [2] Medical officers are being trained at the district headquarter, and although that training seems to be adequate and satisfactory, it seldom translates in those doctors actually treating psychiatric patients at the primary healthcare level. The reasons are many fold psychiatry as a subject is not taken seriously by the MBBS students in undergraduate medical curriculum as they do not have to appear for a separate examination in psychiatry; the doctors at primary healthcare level are overburdened, and at some places, they see around 400-500 patients per day; the Mental Healthcare Act (MHCA), 2017 [3] allows only emergency treatment for 72 h by a physician before referral to higher center, and there is no provision for treatment by a nonmental health professional during follow-up; [4] MHCA requires diagnosis by internationally recognized classificatory systems such as the International classification of diseases 10 th revision, and it is very difficult for primary care physicians to become familiar with such diagnostic system during the 3-day training program.
In addition to this, the training programs that we conduct (3-or 1-day) involve huge workforce and expenditure. Moreover, it is very difficult to orient naïve doctors and paramedical workers in this rather unchartered terrain of
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District Mental Health Program -Moving beyond Bellary model
Understanding the correlates of manic episode in a woman with insular glioma
Sir, Psychiatric manifestations are common in patients with brain tumors and sometimes psychiatric symptoms are the only manifestation in these patients. [1] The common psychiatric manifestations are psychosis, mood symptoms, cognitive symptoms, changes in personality, and changes in eating or sexual behavior. [1] It is often difficult to ascertain the development of psychiatric manifestations with the course of the brain tumor. The interventions done for the treatment of brain tumor may also attribute to development of psychiatric manifestations. We highlight here a case (after obtaining informed consent) of insular glioma, who developed manic symptoms after neurosurgical and radiotherapy intervention. The management issues are also discussed.
A 36-year-old female of rural background presented in the outpatient services of psychiatry with the complaints of increased irritability, increased talkativeness, grandiose talks, increased physical activity, increased religiosity and reduced sleep for the past 1 month. The symptoms would persist for most part of the day and due to which she would not be able to perform the daily chores. It was the first episode of psychiatric illness. History revealed that there was 3 episodes of generalized tonic clonic type of seizure around 1 year back. She had consulted in a neurosurgery unit and investigated for seizure. Her magnetic resonance imaging of the brain revealed left insular high-grade glioma. She had undergone left frontotemporal craniotomy for the same around 8 months back and tumor was removed [ Figure 1 ]. Her postoperative period was uneventful. She was started on phenytoin 300 mg/day after surgery and also completed the course of radiotherapy over a period of 4 months. Neuropsychological assessment (on NIMHANS battery) in the post-operative period revealed mild deficits in sustained attention, delayed recall and verbal fluency. However, her recent and remote memory, visual retention and recognition and performance abilities were intact. There was no history of any other medical illness. Her family history was also uneventful. Premorbidly, she was well adjusted to life. There was no history of any psychoactive substance abuse.
Her general physical examination and systemic examination did not reveal any abnormality except gum hypertrophy (adverse effect of phenytoin therapy). Her routine hemogram, liver function test, and kidney function test were within normal limits. She was diagnosed with Mania without psychotic symptoms as per the International Statistical Classification of Diseases and Related Health Problems-10 diagnostic criteria for research diagnostic criteria. She was started sodium valproate 750 mg/day, and phenytoin was tapered off and gradually stopped. Her seizure was controlled, and manic symptoms were significantly improved over 3 weeks' time. At the end of 3 months, her symptoms were completely resolved.
Among the mood symptoms associated with glioma, depressive features are more common. [2] The presence of brain lesions in an individual cannot be always to the psychiatric manifestations present in the person. [3] In our patient, there are many potential causes (tumor in the left temporal lobe, temporal lobectomy, brain tissue damage due to radiotherapy as well seizure episodes) that might have attributed to the development of psychiatric symptoms. However, none of the events temporally correlated with the onset of psychiatric manifestations. Stress response to all these major medical issues might be attributed to the psychopathology. Evidence suggest that a significant number
